previously had an unsuccessful gynecological repair.
Of the 12 with lateral or posterior injuries, 11 have been functionally assessed. There was one total failure, the patient who refused a temporary colostomy and whose wound broke down. The remaining 10 had excellent results. Two have some loss of control of flatus but regard this as a trivial inconvenience.
Objective assessment of sphincter activity was made on 4 patients by means of yield pressure measurements carried out with an open tube constant infusion technique. Most normal people can develop a pressure above 50 cm water; those who cannot attain this level have some degree of incontinence. The 4 patients tested after operation developed pressures of 85, 70, 125 and 85 cm water respectively.
Conclusion
Sphincter repair following muscle section, whatever the cause, can be satisfactorily performed provided a temporary colostomy is established. The functional results have been excellent in 18 cases, 11 of which were lateral or posterior repairs. None of those whose repair followed fistula surgery have developed recurrent fistula so far. Normal fwcal continence has been defined as the ability to retain feces until its delivery is convenient (Gaston 1948 Material and method: Seventy-four patients, 14 of less than 1 year, 49 between 1 and 9 years and 11 between 10 and 17 years of age, were tested. Hirschsprung's disease was present in 17 patients, imperforate anus in 17, neurogenic disorder in 16, extrophy of the bladder in 3 and chronic constipation in 12; there were 10 controls.
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A 2 mm diameter probe bearing a small balloon was inserted, with the balloon deflated, so that the shoulder of the balloon was just out of view in the anal canal. Using a tuberculin syringe, 0-05 ml increments of air were inserted at 2 second intervals. A continuous record of pressure was made, using a flush diaphragm pressure transducer and an Offner-T recorder. This procedure was then repeated several times at this and other levels. A pressure calibration of the probe was made before and after each study.
In most cases anal canal resting and voluntary squeeze pressures were also recorded using a probe described by Lawson & Nixon (1967) , and a clinical assessment of 'sphincter tone' by digital examination of the anal canal was carried out.
Observations: With initial increments there is usually a stepwise increase in pressure, followed by a plateau with the pressure remaining relatively constant for several increments. At this point the volume of the balloon must obviously be increasing and, therefore, the anal canal yieldingthis plateau is deemed to represent the yield pressure.
Results: Table 1 shows the pressures recorded in 74 patients and relates these to the extent of soiling. In the 15 patients who had persistent soiling there was a far closer correlation with a low yield pressure than with the other two parameters of anal canal pressure measured; 11 of these patients had a yield pressure of less than 25 and only one exceeded 50 cm water. However, about half of these showed a normal resting and/or maximal anal canal pressure by our standards. Of the 'moderate soilers' the yield pressure was less than 25 cm water in 9 of the 14 who soiled as a concomitant to loose stools, whereas it was greater than 50 cm water in all but one of the patients with 'overflow' soiling associated with exacerbations of constipation. Only 2 of the 37 patients who were generally clean had yield pressure less than 50 cm water, and these were 3-month-old controls in whom there was a persistent defecation response whilst the probe was in the anal canal.
Clinical assessment by digital examination correlated less well. Of the 15 patients with persistent soiling 4 were considered to have a firm grip, and 3 others a fair grip; in the remainder the anal canal was 'lax'. Seven other patients in whom the anal canal was assessed as being lax suffered only occasional soiling with loose stools.
Discussion
Whereas Harris et al. (1966) found the yield pressure low in a group of incontinent patients compared with controls, Katz et aL (1967) found a group of incontinent patients to have a normal yield pressure but a low maximal sphincter pressure (squeeze pressure). The apparent contradiction in these results is perhaps due not only to differing techniques but also to selection of patients and the definition of incontinence. Gryboski et al. (1968) found both low yield and low squeeze pressures in children with imperforate anus compared to patients with psychogenic constipation and controls.
There was a distinct group of patients in our series in whom soiling was associated with constipation. The yield and resting pressures were all normal, as, with one exception, were the maximum squeeze pressures. Earlier investigations have demonstrated the abnormality of rectal function in such cases (Callaghan & Nixon 1964) . In the other cases a better correlation was found between soiling and yield pressures than with resting or maximum squeeze pressures or clinical assessment by digital examination. Even with normal yield pressures a few children soiled and this appeared to be related to fluid consistency of the flces.
Following internal sphincterotomy there is a reduction in rhythmical activity and pressure profile (Phillips 1965) and an increased incidence of soiling (Bennett & Duthie 1964) . Further stressing the importance of the internal sphincter, Scobie et al. (1970) Anal localization of Bowen's disease is very rare. It is a form of carcinoma which is for a long time confined to the epidermis and later invades the dermis; it can then spread, presenting with all the characteristics of skin cancer. Most authors consider that the disease presents in two stages. The first is a simple precancerous dyskeratosis of the skin which can be compared to extramammary Paget's disease and other dyskeratotic conditions. The second phase is invasive and presents as a cancer of Bowen's type.
The present report describes 6 cases of anal localization of Bowen's disease. Three were of precancerous type, 2 were in the invasive or cancerous stage, and in the sixth both stages were observed.
Case 1 Man aged 48 Complained of anal pruritus resistant to treatment.
For more than twenty years every treatment, X-rays included, had been tried without effect. On examination (April 1966) a circular slightly raised plaque of about 15 mm diameter, of irregular surface and of white colouring, was noted on the anal skin a few millimetres from the anus. The lesion vaguely recalled leukoplakia and showed no signs of deep infiltration of the skin. Biopsy confirmed Bowen's disease in the non-infiltrating precancerous phase. There has been no recurrence after electrocoagulation four years ago.
Case 2 Woman aged 48 Complained of pruritus resistant to treatment.
Inspection showed a small condyloma, as well as intra-anal papillomas. Excision of these growths by electrocoagulation was performed. Biopsy showed Bowen's disease in its precancerous stage. A recurrence was noted two months later and was again excised by coagulation. Two years later recurrence of the same condition was observed, but on this occasion there was also surrounding leukoplakia of the skin. Histology showed early invasion by carcinoma. The
